MISSOURI DIVISION OF HEALTH 'STANDARD CERTIFICATE OF DEATH ...;63.-01‘3868
R DEPARTMENT OF PUBLIC HEALTH AND WHLFARE TATE FlL:NUMﬂER
bo NOT WRITE Registry ‘\o_n Dls__ﬂ'ictNo_ - rnm-% mgﬁotnumm No. _I_OQB_JW“"":' No ___29_23 §

ON THIS STUB MEHDF.‘ ] SIF"’GJ Xc

2. USUAL RESIDENGE (Whers decamsed |wﬁ'?‘~f Tnstintion: Residencs bafora:

T coumgq‘.m 1397. A oV 5 s STATE  TTTINOLS COUNTY _90 M‘ ACriinsion),
b. Cé‘l"( {If outside corporate limits, give TOWNSHIP anly) Length of stay ir'l_ i & Cé‘l;r’ ] K Inside! ”'“"‘,_
rown ST, LOUIS, MISSOURT 10 DAYS rownEAST ST. LOULS Ya & No-O

c. FULl NAME OF I NDT in hospital, give location) ] Ingide: Limits d. STREET i B -
7 vy ’ AD% AR [If cutside, give. location} . | Reside on Farm

msn'runou VAH, 915 N. GRAND AVE, Yoo f} Ne[J 3294 N. SIXTH ST. Yes [1 No Oy

3. NAME OF DECEASED First. Middle Last 4. DATE Month Day Yaar®
(Type or print) OF ’

RAY A.  STAMIEY oATH ‘ 3/11/63
5. SEX : 6. COLOR OR'RACE 7. Married [] 'Naver Married X) 16, DATE OF BjRTH | 9. AGE {last birthday}. |.IF UNDER 1 YEAR [ IF UNDER:24 HR
Widowed ed - ~ | Months Days Hou Min.
WI'IITE idowed '] Divareed - [ 10/20/93 69 l rs
10s. USUAL DCCUPATION [Gwn kind of work dnnu 10b. KIND OF BUSINESS OR:INDUSTRY| 11: BIRTHPLACE (City:and stete or country). | 12. CITIZEN OF WHAT COUNTRY
during most of working. lifg, even if fetired) a ﬂ - ﬁ @
JIMEM - ﬂb”' . 9" f' . HMNIBAL’ MISSOURI U.S.A.

13a. FATHER'S NAME 12b. MOTHER'S MAIDEN _NAM? 14, NAME' OF HUSBAND OR WIFE

SAMUEL, STANLEY - MARY E. XING - - = e e -
15. WAS DECEASED EVER IN U.5. ARMED FORCES?) NO. [17. INFORMANT Address
(Yes, no, or_unknown) [ (If yes, g or - dates of .

Yra | L6 g 72| MARY MORRISON (FRIEND) SEE #2

1 18. CAUSE OF DEATH (Enter only ons cause per fine for (n), (b), and (). , INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: . ONSET AND DEATH

IMMEDIATE CAUSE (a) STAPHYLOCOCCUS PNEUMONIA AND ENTERITIS

V5300
Rev. 4/59

¥

232,07 ry

DATE AMENDED -

o |%

o |t | | W

i

AMENDMENTS ON THIS RECORD- ARE AS FOLLOWS
INSTEAD OF ’

Q

DOCUMENT

Condiﬂons, i any, 1 DUE-TO (b)
which.gave rise ta .

above cauze (a), ' . . -
stating the under- %? x
lylng couse ‘lam. DUE 1O (&) . /
‘PART II. OTHER' SIGNIFICANT: CONDITIONS CONTRIBUTING TO DEATH but-not relatad 1o the terminsl PART IH.. ¥ . decessed was female was

diseate condition given in PART 1'(a) there. pregnancy in last' 90 days.
, . . rEI:Ye: I [1-No I 1" Unknown
9. WAS AUTOPSY | 20a. ACCIDENT _ SUICIDE. ﬂoml:!ictoe 20b. DESCRIBE HOW JNJURY QCCURRED: (Enter-nature of injury in PART | or PART 1liof item 18.)

PERFORMED? ’ [ fin)
Yes O NORX .

20c. TIME OF .Hour #anth, Day, Year
TTOINJURY. wm. .
* _pm. X 1 ) ; o . R R
20d. INJURY-QCCURRED 20e.. PLACE OF INJURY (eg in_or. about home, | 20f. CITY, TOWN, OR.LOCATION COUNTY "STATE
WHILE AT WORK 1. farm, factory, street, office bidg 1€, .
NOT. WHILE AT WORK =]

2, zmended the deceased From_M— m—m—and last nﬁ alive on_sms—’_—-'
Death occurred ar_,_lgg_gg..&rﬁ,,_._——'m on the:date stited above,.and b the.best of my knowledge, from :the.causes. stated.

275, S1G [Dagres_or fitle) ‘22, ADDRESS 72c. DATE SIGNED

XA, q f VAH, ST, IOUIS, MO, : 3/12/63
.23a, BURIAL; \A X '- . D 23c. NAME OF CEMETERY: OR'CREMATORY ) 23d. LOCA’H N (Cihr, mwn. or €0 (Stale)
SYE |31 5-C3) T oomnl Com. Lrcso W/ o

ﬁDDRESS 25. DATE RECD. BY LOGCAL REG

LoosrS TZL| WMAR 13 1963

MEDICAL CERTIFICATION

USE BLACK INK

EHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO,




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

Student Embalmer No.

or by

working under my personal supervision. o .
Signed W W

Student
) . (24 7 4

Signature of Student Embalmer

Licensed Embalmer

- 'PIO. Address

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER’ |n hls OWN HANDWRITING {Failure to comply

oL 1

with the above canstifutés grounds for revocation of license). . . ot H
if ‘embalmed by a STUDENT, he also shall sign in his OWN handwrlrlng
.If this body is not embalmed, fact should be so stated above.’

N et
- T -




